a variety of tumor types, in over 800 unique patients that RECIST can be applied retrospectively in the real-world setting [2] [3] [4] [5] . Second, this report tends to confuse the issue of a standardized radiologic response ''radiology-anchored'' (as measured by RECIST) with ''clinician-anchored'' response in which the assessment is not only radiologic but also may incorporate patient history (symptoms, performance status), physical examination, biomarkers, and adverse events among other criteria. The clinician-anchored response may paint a more complete picture of the patient's overall status as compared to the radiology-anchored RECIST-based scan report but it cannot be correlated with published response as obtained through randomized controlled trials (RCT). Third, we seek clarification from the authors regarding the differences between the radiology-anchored and RECIST-based approaches. Since both RECIST and radiology-anchored approaches would require a detailed evaluation of the radiology report then is it safe to assume that the RECIST-based approach should have provided the same information on real-world progression as the radiology-anchored approach, even in the absence of detailed RECIST criteria.
There do exist barriers to routinely incorporating RECIST in routine practice but none of them are insurmountable. Radiologists do not routinely provide RECIST measurements for all scans requiring tumor response assessment in the real-world setting. Potential reasons for such a lack of RECIST-based reporting by the radiologists include a dearth of time on the part of the radiologist, a lack of detailed knowledge of RECIST reporting, and/or a lack of awareness of the need or importance of RECIST-based reporting on any given scan. The last of these may in part be contributed by the requesting oncology clinicians who do not always ask for target lesion assessment or provide adequate history or context on the requisitions to the radiologists. Another barrier that can impact both oncology clinicians and radiologists is the use different radiology facilities (which do not communicate easily with each other digitally) leading to the lack of availability of prior films for comparison. Hence, it is not surprising that a sample of randomly chosen retrospective imaging reports yielded low levels of RECISTspecific data. Notably 58% did have ''radiology reports appropriate for RECIST assessment''. These finding should not be misconstrued as a RECIST-based approach being infeasible in explorations of RWD. In fact, given that various other concessions are unavoidable (e.g., using surrogates such as time to next treatment for progression-free survival), when assessing response in RWD, progression does not have to be one.
RECIST criteria are well validated and essentially considered the gold standard for tumor response assessment. They are updated by a committee of global experts and modifications are applied on the basis of evidence relevant to specific populations, e.g., iRECIST for patient treated with immunotherapy.
We suggest a threefold plan: radiologists were to report RECIST on every scan performed for tumor response assessment then the task of RW response assessment would be remarkably simplified.
There is a need for diagnostic radiologists to specialize in such oncoradiology evaluation akin to other areas such as neuroimaging, skeletal imaging, mammography, etc. Such training is offered at very limited institutions at the present time. Such radiologic oncologists will be able to serve the needs of patients with cancer by collaborating with their medical, surgical, and radiation oncologist colleagues.
Although we applaud the investigators for their efforts, questions regarding their methodology raise concern, e.g., were the 26 patients in experiment 1 a subset of the 200 in experiment 2 and, if not, what is the explanation for this distinction? Methodological issues as well as challenges to their assumptions regarding the inability to conduct retrospective RECIST on RWD gave us pause to present solutions that will allow direct comparisons between RWD response assessments and those from RCT.
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